it was possible to remove 4 to 6 in. of colon above the lesion, with its mesentery, and still bring the upper end of the divided bowel to the surface.
The length of stay in hospital need not be materially prolonged, since it was unnecessary to wait many days before applying the enterotome. This could be done within the first two or three days and the continuity of the bowel restored within six or seven days after its application. Extraperitoneal closure of the colostomy could then be accomplished without delay.
He (Mr. Norbury) strongly advised the Mikulicz-Paul operation when tne surgeon was in any doubt as to the advisability or safety of primary aInastomosis after resection. A preliminary cacostomy did not always drain the colon below the splenic flexure and so primary anastomosis after resection in such cases was not devoid of risk.
Professor R. E. KELLY said that he supported Mr. Joll in advocating end-to-end anastomosis in cases of growths in the right side of the colon. When acute obstruction was not present, but the stricture had existed for some tiiiie, the diameter of the ileum approached that of the transverse colon and an end-to-end anastomosis was generally easily and safely accomplished witbout difficulty. Even if the ileum was smaller than the transverse colon the cut end could easily be enlarged by slitting the requisite distance along the anti-mesenteric border. Bursting strain on the anastomosis could always be obviated by the insertion of a catheter a few inches proximal to the anastomosis on the right side and a small Paul's tube on the left side.
Post-Anal so-called " Pilonidal " Sinus By A. HEDLEY WHYTE, M.S.
A CYST or a sinus lined in part by stratified squamous epithelium and in part by granulation tissue, which may contain hair, is situated in the mid-line just above the coccyx, does not communicate with the rectum, and usually is not recognized until after puberty, may be given one of a variety of names. In this country we commonly use the terms " post-anal dermoid ", " coccygeal and sacro-coccygeal cysts and sinuses ", and also " sinuses in the sacro-coccygeal region ". In America the commonest title used is " pilonidal cyst ". although the adjectives " pilous " and pilodermal " are frequently noted. None of these names is entirely satisfactory. For a considerable time hairy nests in the sacro-coccygeal region have been described in American literature. Lynn Wilson and Ferguson and Mecray quote A. W. Anderson of Gray, Maine, as having first described the condition in 1847 in the Boston Medical and Surgical Journal. His patient was a young man, aged 21 years, who said he had " a scrofulous sore on his back which he believed would use him up ". From the " ulcer " Dr. Anderson extracted hair.
Twenty years later Warren writes about "pilonidal cysts ", although Hodges is usually given the credit for coining the word "pilonidal " in 1882.
For a considerable time nothing is noticed in the literature, although Goodsall and Miles in 1900 devote a chapter in their book to a condition which they call " sinus over the sacrum or coccyx ". They do not recognize its true nature, attributing eight of their cases to trauma. However, during the last fifteen years there have been many articles written in American journals and in this country. Lockhart-Mummery in 1921 wrote about the congenital origin of these cysts, and in 1929 published a photomicrograph in the Proceedings. Gabriel, in his excellent book, and Newell, in an informative article, give interesting accounts of their cases.
In a typical case a young adult in the twenties notices a lump forming in the sacro-coccygeal region. It may follow, or be in some way associated with, an accident. It may cause very little inconvenience for some time, or may quickly become painful, enlarge, redden, fluctuate, and discharge. The discharge is at first either watery or purulent, and if first watery, soon becomes purulent and frequently foul-smelling. After some time the sinus heals, and may remain healed for a considerable time before Section of Surgery.: Sub-Section of Proctology 983 there is a recurrence. A doctor is consulted and the part is fomented or incised.
Later the patient visits hospital and the condition is diagnosed because of the thickening in the mid-line over the sacro-coccygeal joint, one or more dimples, and discharge coming from one of these. At one side there is frequently a secondary sinus opening.
A probe passed into a dimple passes upwards for a short distance towards the sacrum and may come out of the secondary sinus opening. There is always a healthy area betwN-een the induration and the anus, and the conditionneed never be mistaken for a peri-anal or ischio-rectal abscess or fistula-in-ano. Small hairs rarely may be noted extruding from a dimple or sinus. The patient is frequently of the dark, hairy, wellnourished tvpe.
.Etiology.-There is considerable discussion as to whether the sinuses are definitely congenital and derived from ano-coccygeal bodies, neural or neurenteric remnants, or are incluision cysts resulting from faulty coalescence of the skin in the mid-line (Bland-Sutton, J., 1922) or are definitely true sequestration dermoids.
Zieman, in an informative recent article, favours the theory of the neurogenic origin of these cases. He says the sinuses may be single, with one external opening or many. or the sinus may extend unilaterally or bilaterally, up into the groin or down into the leg. Inwardly it may communicate with the prevertebral fascia, extend directlv throuigh and into the vertebral canal, even becoming continuous -ith the periosteumn the dural linings, or the arachnoid. Besides sweat-glands, hair-folicles, and hair in the eyst, neural buds A-ith ends ofnerve-tissue have been reported and observed.
Stone is quite alone in thinking that these cysts are analogous to the preen glands found in agreat many species of birds.
For a considerable time in the American literature it was accepted that negroes were immune to pilonidal cysts and sinuses, though why that should be is rather difficult to explain, as in so many of the cases seen, the patients are of the dark swarthy type. However, in April last year, Saleeby and AMeCarthy report a case in a coloured boy of 18, and quote five others. Sex incidence.-Both sexes are affected by these cysts, but w%hich sex is the more commonly affected is a point not yet settled. Goodsall and Miles quote 17 cases, eight in w-omen and nine in men. Newell's cases were all in females. Gabriel says "males are more often affected than females ". Owensays that less than 100 occur inl females, anid Ferguson records 42 cases, 37 of lihich w-ere in males, and anI extraordinary number of which were medical students. Ravdin andl Johnston hnave collected 505 cases from the literature of which 7500 w Nere in males.
Of the 4.5 cases treated at the Royal Victoria Infirmary, Newcastle-upon-Tvne, since 1930, 32 wvere in females.
Treatment.-Some form of excision is the most likely form of treatment to be followed bv a permanent cure. The ideal to be aimed at in all cases is radical excision. This may leave too large an area to be closed by sutures, and the area may be packed and allowed to granulate, or a partial suture w ith drainage may be carried out.
The treatment ultimately adopted in most of the cases mentioned above was radical excision. I make an elliptical incision, removing the mid-line area as appears necessary, making sure to go well wtide of anv dimples and to include any secondarv openings. The skin edges are undermined and the normal fatty tissue cut through, until the coccyx is exposed distally and the fascia over the gluteal muscles laterally.
The tissue is excised proximallv, keeping well down on to the periosteum over the sacruin, and the cyst and infected surroundings are removed en bloc. I have not needed to inject wAith methylene blue to define the extent of the condition. The resulting raw area is made quite dry by thorough hemostasis, washed out with spirit, and smeared over with a thin layer of Rutherford Morison's Bipp. Deep catgut sutures are inserted if there is any possibility of the subcutaneous fat being approximated; and the skin is drawn together by vertical mattress sutures-more Bipp is smeared on the wound, which is then covered with a layer of boracic powder.
The patient is encouraged to lie on his back, and this extra pressure further helps obliteration of the space and prevents collection of serum.
The bowels are not moved for six days, and then by enema. By that time, half the stitches can be removed, the wound is either healed or nearly so, and the remainder of the stitches are removed on the ninth day.
Mr. R. L. NEWELL: In 1935, in the British Journal of Surgery, I described 11 cases of coccygeal sinus. Since then I have had under my care 62 cases-13 male and 49 female. Two occurred in newborn babies, but gave rise to no symptoms. The remainder have been completely cured by a radical excision. I am now able to obtain primary union in a larger percentage of cases, owing to the fact that I avoid operating in the acute stage, preferring to allow the abscess to settle, or even making a small incision to allow drainage before performing the radical operation. There has been no mortality in my series. In one case a lung abscess developed, but fortunately the patient completely recovered. Another surgeon has reported to me that in one of his cases the patient died from septicoemia following operation.
The condition is a dermoid sinus. The primary sinus is lined by tissue indistinguishable from skin, and is always situated in the middle line. If a radical excision of the skin of the middle line, plus the subcutaneous tissue down to the coccyx, is carried out, there will be no recurrence. The incidence is by no means small. During the three years 1934-35-36, 46 cases were operated upon at the Manchester Royal Infirmary.
